INTRODUCTION
A family is conceptualized as a group of people affiliated by consanguinity, affinity or co-residence/shared consumption 1 . It is a psychosocial group of one or more persons, children or adults in which there is a commitment for members to nurture each other 2 .
Moreover they are group of individuals, connected, biologically, legally or by choice, from whom the individuals can expect a measure of support in the form of food, shelter, finance and emotional nurturing sharing a past, a present and a future 3 . The families demonstrate integrity of Adaptability, Partnership, Growth, Affection and Resolve (APGAR) 2 . The family APGAR is a pointer to an adult's perceptions of family support and low scores may signify parental distress, which will sometimes reflect on parental depression 4 . This empirical measurement allows the development of a family function paradigm mimic the body's organ system, where each component has a unique function yet interrelated. Family resources can be broadly classified as sociocultural, religious, economic, educational and. The acronym SCREEM may serve to remind the physician of these family resources 2 . Problems in the various family resources are considered to exist when the family is severely dysfunctional.
Dysfunctional family occurs when there is a disagreement, misunderstanding, misbehavior and even abuse on the part of individual family members continually, leading other members to accommodate such actions. 5 The workup of the family in difficulty requires the identification and evaluation of the family's crises, determining the degree of family dysfunction through the use of the family APGAR and ascertaining the family resources through the same assessment. The data base of the family is a record of three areas; the present, past family crises and the intra and extra familial resources as well as the APGAR components of family functioning. The assessment is a report of the significance, of various crises to family members 6, 7 , the Family APGAR status and the status of family resources (SCREEM Items). The assessment should also note the intra and extra familial resources and the physician may eventually recommend assisting certain members in improving family functioning. The follow up will record whether the management plan was effective or not, as well as the physician's future plan for the family 2 . For a diagnosis of depression to be made, at least five of the following symptoms should be present during the same time period, with at least one of the first two symptoms present. In addition, the symptoms must be present most of the day, nearly daily, for at least two weeks: Depressed mood, a marked diminished interest or pleasure in almost all activities, significant weight loss/gain, insomnia agitation or retardation of thinking, memory, fatigue or loss of energy, impaired concentration recurring thoughts of death or suicide. The risk of developing depression include, having biological relatives with depression, female, stressful life experiences as a child or adults, post delivery, having been depressed previously, serious illness, such as cancer, diabetes and HIV/AIDS. Personality traits, such as having low self-esteem self-critical or pessimistic, abusing alcohol, etc. 8 The presence of depressive symptoms among People Living With HIV/AIDS (PLWAs) is a product of multiple factors with dysfunctional family as one 9 . The support and involvement of the family play a critical role in assisting someone who is depressed 10 . Depressed patients, in most cases reported poor interpersonal relationship 11 . A lot of literature exists linking poor family functioning with depression. Miller and co-workers 12 examined overall family functioning and concluded that families of nonco morbid depressed patients had more severe impairment than families of other diagnostic groups. Prognosis is worse for depressed patients with dysfunctional families compared to depressed patients with better functioning families 13 . Concerning intimate relationships, compared to those with non-affective disorders or those without psychiatric disorders, patients with major depression have relatively few positive interactions and more negative interactions with their spouse 14 . There is also evidence for a strong association between overall marital dissatisfaction and depression 15 . Another research has examined gender differences in depression. Although there is International Journal of Health and Rehabilitation Sciences Volume 3 Issue 1 sparse evidence to suggest that men and women experience different symptoms of depression 16 , also research shows that there may be a difference in how men and women respond to and cope with the emotional distress of depression 17 . This may be attributed to differences in gender socialization 12 . Moreover, men's responses to depressed mood may be modified by adherence to masculine norms, which include "antifemininity, competitiveness, homophobia, emotional stoicism, physical toughness, and power over women". These norms may results to men feeling uncomfortable with affective experience and to avoid introspective responses, such as sadness, which are commonly associated with women 12 .
Instead of promoting introspection, masculine gender norms encourage action and men may learn that externalizing responses to negative affect, like drinking, taking risks, self-harm, and expressing anger are more masculine and appropriate 12 . On the contrary, in response to emotional distress, women are more likely to express their feelings by engaging in such actions as crying.
18 Women are also "reinforced for relationship-oriented behavior in childhood" and report more interpersonal awareness than men 13 . As a consequence, women may more readily seek out interpersonal outlets for their depression (i.e. social support) than men. Research shows women may be more likely to have personality styles that place greater value on emotionally close relationships 13 . This is demonstrated in studies examining predictors of recovery from depression in women and men: while the existence of interpersonal relationships was significant for men, the quality of interpersonal relationships was significant for women 13 . Alcohol and other drug misuse is an increasing social problem that contributes to the problems of individuals, families and communities. 19 According to Rutter 20 , drug misuse is determined by multiple biological, psychological, cultural and environmental protective and risk factors that interact with each other and change over time, from conception to adulthood. One of the most popular theories of alcoholism, and addiction in general, is the disease model. 20 This shows alcoholism and other drug addiction as a progressive disease 21 .
However, according to Chan, a fundamental transformation has taken place whereby the focus on the individual as the identified person with the addiction continued, but the family began to be seen as either being the cause of alcoholism or as partly responsible for its maintenance. Research suggests that family members often play an important role in the lives of those who abuse alcohol and other drugs 22 .
Mengel, 23 found out that twenty-four percent of patients reported family dysfunction (APGAR less than 6), he then concluded that family dysfunction is a common problem in family practice patients. Furthermore, Cogollo, 9 concluded that dysfunctional families, relate positively with depressive symptoms with clinical significance. Moreover, Hairong et al, 24 showed that higher family satisfaction and presence of depressive symptoms were associated with Health Related Quality of Life (HRQoL).
Though there are lot of literature in other parts of the world on the influence of depression on family dysfunction 4, 23, 24 , there is paucity of data in Africa in general, and Nigeria in particular, on the effects of depression on family dysfunction among PLWAs. This study therefore set out to examine the relationship between family dysfunction and depression, among People Living With HIV/AIDS (PLWAs), in Nigeria, West Africa.
MATERIALS AND METHODS
This study was conducted at a designated HIV/AIDS treatment centre in the Sobi Specialist Hospital, Ilorin, Kwara State, located in the north central Nigeria. The Hospital is a 400-bed secondary health facility with over 12 health departments offering health services to the residents of Kwara State and neighboring states. This study was a descriptive, crosssectional study carried out from 1 st of March to 30 th July, 2013. The inclusion criteria were all concerted depressed HIV positive patients, who presented at the Clinic. The exclusion criteria were those who refused to participate and who were critically ill.
The sample size was estimated using the Fisher formula 25 , using 21.3% from a previous study 26 , as the best estimate of depressive disorders in People Living With HIV/AIDS. A minimum size of 218 was calculated using Fisher's formula but 300 was used to increase the reliability of the study. Pretesting was carried out at the Kwara State Civil Service Hospital, using 30 respondents (10% of the sample size).
Ethical approval was obtained from Kwara State Ministry of Health before commencement of the study. An interviewer administered questionnaire was used after the consent of the respondents was obtained. However, for subjects who do not understand English, a local interpretation of the instrument was used. The socio-demographic data were viz: age, sex, religion, ethnicity, marital status, occupation level of education, current ailment and medications. Completed questionnaire and measurements were entered into a computer data base. The prevalence of depressive disorders among HIV/AIDS patients were assessed, using the PHQ-9 scale (Appendix A). The Patients Health Questionnaire (PHQ-9) 27,28 is a 9 -item, patients self-report depression assessment tool that was derived from the interview-based PRIME-MD. 27, 28 It was specifically developed for use, in primary care general medical settings. Many depression screening and severity tools have been used in primary care, with good results. The PHQ-9, however, offers several advantages to other tools. Because the items and the scoring of items on the PHQ-9 are identical to the symptoms and signs of DSM-4 major depression, the tool is easily understood with very high face validity for patients and clinicians in primary care. Many other instruments use a 1-week time frame, but the PHQ-9 uses a 2-week time frame, which conforms to DSM-4 criteria. It is the only tool that was specifically developed for use as a patient self-administered depression diagnostic tool, rather than as a severity or screening tool. It is the only short self-report tool that can reasonably be used both for diagnosis of DSM-4 major depression as well as for tracking of severity of major depression over time 27, 28 . Psychometric evaluation of the PHQ-9 revealed a sensitivity ranging from 62%-92% and a specificity between 74%-88%. 27, 28 All subjects screened positively for depression using Patients Health Questionnaire -2 (PHQ-
Four clinical interview questions, the CAGE questions were used to make a diagnosis of alcoholism. Respondent also completed the social determinant of depression questionnaire to access the social cohesion 29, 30 . The Family APGAR questionnaire was used. The measures consist of five parameters of family functioning: Adaptability, partnership, Growth, Affection, and Resolve. (The acronym "APGAR" is comprised of the first letter of each parameter). The response options were designed to describe frequency of feeling satisfied with each parameter on a 3-point scale ranging from 0 (hardly ever) to 2 (almost always). Reliability using cronbach's alpha values reported across studies using family APGAR have ranged from .80 to 85, and item-to-total correlation ranged from .50 to .65 31, 32 . The family APGAR questionnaire has been used in numerous studies (mostly clinical) investigating family functioning. A literature search using psych info yielded 16 articles in the past ten years that have used the family APGAR. In clinical practices, Family APGAR scores have been associated with emotional distress and depression [33] [34] [35] . Based of existing research [36] [37] [38] , we used three key SDH: socioeconomic status, social cohesion and negative life events. Socioeconomic status included two indicators: years of schooling and self-reported economic status of the family, in general, in the previous year. Categories for years of schooling were as follows: above average (7 years and above), average (1-6 years) and below average (0 year). Economic status of the family was self-reported as good, average or poor. Social cohesion was assessed from responses to two questions: (1) In the previous year, how often did you ask someone for help when you had problems? (Never = 1; Seldom = 2; Sometimes = 3; Often = 4), and when you had problems? (spouse or lover; parents, brothers, sisters or children; other relatives; people outside the family; organization or schools with whom you are affiliated; government, party or trade unions; religious or non-governmental organizations; other organizations) (No = 0; Yes = 1). Negative life events were assessed using a 12-item scale (serious illness in oneself, serious illness in the family, financial difficulties, conflict with spouse, conflict with other family members, conflict with people in the village, conflict between family members, infertility issues, problems at work or school, problems in an intimate relationship, abuse and other events) 33 . For each life event that occurred in the last year, or that occurred earlier but continued to have a psychological effect during the past 12 months, the respondents indicated when the life event occurred, its effect (positive or negative) and the length of time over the last year that the psychological effect lasted. We used the sum of the number of life events with a negative effect as a measure of negative life events. Figure 1 shows that 130 (43.3%) of the respondents were not depressed. However 170 (56.7%) respondents satisfied the criteria for a depressive disorder using the PHQ-9 score. Among the depressed respondents, 109 (64%) had minimal depression, 44 (25.9%) had mild depression, 10 (5.9%) had moderate depression, 3(1.8%) had moderately severe depression, while 4 (2.4%) were severely depressed. Figure 2 displays the CAGE questionnaire. Fifty two (30.6%) respondents had at one time or the other engaged in alcohol intake. Twenty seven (52%), respondents scored 4, 13 (25%), scored 3, 7 (13.5%), scored 7, 4 (7.6%) scored 1, while 1 (1.9%) scored 0. In all, 47 (90%) respondents had a total score of 2 or greater which is of clinical significant (sensitivity of 93% and a specificity of 76% for the identification of problem drinking). Table 2 displays the variation according to self reported economic status of the family, years of schooling, social cohesion in the previous year and negative life events. Eightyeight (51.8%) had poor, 62 (36.5%), had average, while 20 (11.8%) had good self reported economic status. Those with below average year of schooling, 80 (47.1%) respondents were more depressed than those with above average year of schooling, 45 (26.5%). This is statistically significant (p value= 0.03). Negative life events were associated with depression. Twenty-two (70.9%) males and 62 (44.6%) females had one or two negative live events whereas 9 (29.1%) males and 45 (32.3%) female's respondents had more than three negative life events. Table 3 shows that 80 (47.1%) of the subjects could not ask the family for help when something was wrong. Seventy eight (45.9%) were not satisfied with the way the family supported them. 78 (45.9%) were not satisfied with the support of the family not to take on new activities or direction. 80 (47.1%) had not being showed affection. Seventy eight (45.9%) of the respondents family did not devote time for their physical and emotional nurturing. Table 4 shows that 170 (56.7%) were depressed while 130 (43.3%) were not. Out of the depressed, 75 (44.1%) had severely dysfunctional family while 48 (28.2%) had moderate dysfunctional family. However, 47 (27.6%) had highly functional family. Table 5 shows that 11 (35.5%) male had severe dysfunctional families as opposed to 64 (46%) of the females. This is statistically significant (p value = 0.05)
RESULTS

DISCUSSION
The prevalence of depressive disorders among HIV/AIDS patients attending the lentiviral clinic, at the Kwara State Specialist Hospital Sobi, was 56.7%. Depressive symptomatology in the study population is similar to the presentation of depression in other settings. This was similar to the previous ones with regard to the prevalence of depressive symptoms among People Living With HIV/AIDS (PLWHs) patients in Nigeria in particular. It also falls within the rates seen internationally [39] [40] [41] . Although it was lower in Uganda where Eugene 42 found the prevalence of 8.1%, a figure was similar to that of 9.6% reported by Chibanda et al in Zimbabwe 43 , Bradley in semi urban center in Cameroon used 400 HIV respondents and found a prevalence of 7% 44 . All the studies above from sub-Saharan Africa used International Diagnostic Criteria to make a diagnosis of depression 42 . The prevalence of depression obtained from this study also agrees with most local studies. [45] [46] [47] In this study, Social Cohesion was very low in both males and females, 21 (67.7%) and 112 (80.6%) respectively among the depressed HIV patients. Only 2 (6.5%) males had high social cohesion. This is statistically significant (p value = 0.005).
Social support makes important contribution to health and prevents the depression. It also helps to give people the emotional and practical resources they need. Belonging to a social network of communication and mutual obligatory makes people feel cared for, loved, esteemed and valued. This has a powerful protective effect on health. Therefore, good social relationship can reduce depression. On the contrary, low social support causes more stress or worsen the progression from HIV to AIDS. Family cohesion involves the degree of commitment, help and support that family members provide for one another. The levels of family cohesion have been implicated in both negative and positive health outcomes. High levels of family cohesion lead to bonding, and low levels of cohesion indicate poor family support, which could lead to a family dysfunction. Low family cohesion also results in poor individualization and foreclosed adolescent psychosocial maturity, which are associated with poor disease control and a delay in accessing health care. 49, 50 Eighty (47.1%) of the respondents, could not demand help from their family when they needed support nor were they shown affection. Moreover 78 (45.9%) of the respondents were not happy with the way the family shared their problems with them nor support the respondent's wishes to take on new activities. Considering severity of the family dysfunction, 75 (44.1%) had severely dysfunctional family while 48 (28.2%) had moderate dysfunctional family. However, 47 (27.6%) had highly functional family. This contrasts sharply with Mengel. 23 who found out that 24% of the patients, reported family dysfunction with APGAR score of less than six. Family systems theory defines the family as being an emotional unit. 5, 51 When problems arise in the family, the 'relationship systems' carry more importance towards solutions than individual problem-handling measures, which supports the saying that 'two heads are better than one' in conflict resolution.
There were severely dysfunctional families in 11 (35.5%) male respondents and moderate dysfunctional families in 6 (19.4%) male respondents. On the other hand, 14 (45.2%) male respondents had highly functional families. This contrasted sharply with the female gender, who had 64 (46.0%) severely dysfunctional families, and 42 (30.2%) moderately dysfunctional families with 33 (23.7%) of the respondents presenting with highly functional families. This study, also found that 106 (62.35%) females experienced more family dysfunction, than males who had 17 (30.0%). This is statistically significant (p-value = .052). Paucity of data on family dysfunction among depressed People Living With HIV/AIDS (PLWAs) make comparison difficult. Dysfunction in a family occurs when there is a misunderstanding, misbehaviour and even disagreements on the part of individual family members continually, leading other members to accommodate such actions. 52, 53 The family as a group is supposed to generate, tolerate or connect health issues within its membership. Whatever happens to one member of the family has some effects upon the family collectively and requires a whole sense of accommodation on other members of the family. From the foregoing, it is clear that most of the depressed HIV/AIDS patients, had dysfunctional families hence deviated from the Stevenson's family 54 developmental model, which views family tasks, as a means of giving mutual support and acculturation of family members. The family tasks of satisfying the biological, cultural and personal needs and aspiration were not met. Furthermore, the needs of the patients, according to Maslow's hierarchy 55 , were far from being satisfied. This included the physical needs, safety needs, need for love and belonging, the needs for esteem and finally the need for self-actualization. The result of this study informs family physicians about the need to assess family function upon first contact with adolescents. According to Lucire, exaggeration of physical symptoms of depression and HIV can be attributed to the state of relationships with close relatives and friends. 56 Fifty two (30.6%) respondents had at one time or the other engaged in alcohol intake. Twenty seven (52%), respondents scored 4, 13 (25%), scored 3, 7 (13.5%), scored 7, 4 (7.6%) scored 1, while 1 (1.9%) scored 0. In all, 47 (90%), respondents had a total score of 2 or greater which is of clinical significant (sensitivity of 93% and a specificity of 76% for the identification of problem drinking). In this result, there was significant alcohol misuse which may be an indication that alcohol misuse contributed to suicide statistics. 57 This is similar to the national wide behaviour surveillance survey, conducted by National AIDS Control organization (NACO), among clients of female sex workers in India, where it was reported that about three-fourths of the HIV-infected subjects misused alcohol.
58
CONCLUSION
The management of patients with depressive disorder and HIV/AIDS should not solely be focused on symptoms reduction but also to help them to establish and maintain supporting relationships with the rest of the family members to build a positive self-image. If there is no change in these domains, there will be no change in health status of these patients in the end and they will come repeatedly with the similar symptoms. 
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